Introduction Fistulae between the oesophagus and the air passages may be congenital, traumatic or inflammatory (rarely) or neoplastic (frequently). Congenital fistulae when associated with oesophageal atresia present as neonatal emergencies. In the absence of oesophageal atresia, these fistulae may present insidiously and do so in adult life; oesophago-bronchial fistulae are the rarest of these abnormal communications (John, Gopinath and McPhail, 1965) 30 cases having been recorded by 1972 (Hill, 1972 
Discussion
The tracheo-bronchial tree appears in the 3 mm embryo as a small bud on the ventral aspect of the foregut. This bud then sub-divides into the stem bronchi; further multiple sub-divisions produce the remaining respiratory tract. Congenital oesophagobronchial fistulae may arise when a foregut diverticulum captures the terminal bud of a developing bronchus (Das, Dodge and Fawcett, 1959) .
Almost every reported oesophago-bronchial fistula has occurred into a lower segmental bronchus. Only one other fistula into the left main bronchus has been recorded (Mullard, 1954) .
Four types of congenital oesophago-bronchial fistulae have been classified (Bainbridge and Keith, 1965 (Le Roux and Williams, 1968) .
Symptoms may be intermittent and commonly begin in adult life. Choking on swallowing is pathognomonic but often mild, cough is very common and often positional, haemoptysis is not uncommon and pulmonary infection is frequent. Halitosis has only been recorded in one other patient who came from the Middle East and also indulged in spicy foods (Hill, 1972) .
The late development of symptoms has been variously attributed to a membrane occluding the fistula in the newborn and later breaking down (Jackson and Coates, 1929) , a fold of oesophageal mucosa overhanging the orifice in early life (Mullard, 1954) but becoming less effective when the infected lung becomes fixed to the chest wall and mediastinal pleura, thus preventing free descent of the oesophagus on swallowing (John et al., 1965) , or the upward course of the fistulous track from oesophagus to bronchus. The absence of pulmonary infection in the present patient as demonstrated at operation and by bronchogram was probably due to the acute upward course of a very narrow fistula from oesophagus to bronchus. Lack of adhesions would allow free oesophageal movement and further occlude the oesophageal end of the fistula.
The diagnosis is most easily made by a thin barium swallow given with the patient in the position in which he finds his symptoms most marked (Mullard, 1954) . Bronchograms are required to assess pulmonary damage but rarely demonstrate the fistula. Bronchoscopy demonstrates the fistula more easily than oesophagoscopy but in 33% of patients the diagnosis is made at operation for pulmonary sepsis (Bainbridge and Keith, 1965) .
Thinking that the patient's fistula might have been due to the breakdown of tuberculous hilar nodes, the authors anticipated improvement with antituberculous therapy but hoped to accelerate closure by cauterizing the fistula with sodium hydroxide. McCluskie (1976) 
